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Introduction   
Anophthalmos is a condition in which no eyeball can be found in the orbit
1
. The 
unfortunate loss or absence of an eye may be caused by an injury to the eye, 
Glaucoma, malignancy, congenital deformities and infection. Depending on the 
severity of the situation, the surgical management may include one of 3 approaches: 
evisceration, enucleation, or exenteration. Evisceration is the surgical procedure 
wherein the intraocular contents of the globe are removed, leaving the sclera, Tenon’s 
capsule, conjunctiva, extraocular muscles, and optic nerve undisturbed; the cornea 
may be retained or excised. Enucleation is the surgical removal of the globe and a 
portion of the optic nerve from the orbit. Orbital exenteration is the en bloc removal 
of the entire orbit, usually involving partial or total removal of the eyelids, and is 
performed primarily for eradication of malignant orbital tumor
2
. This paper presents 
the treatment report of a patient with enucleation defect in one eye by fabrication of 
custom ocular prosthesis.  
 
CASE REPORT  
A 45 year female patient reported to the department of prosthodontics with an ocular 
defect due to enucleation procedure performed 2 yrs ago. Because of the defect, facial 
esthetics of the patient was lost and patient presented with great psychological 
trauma (Figure 1).Fabrication of custom ocular prosthesis was planned for the patient 
to restore the enucleation defect. 
 
TECHNIQUE 
 
IMPRESSION PROCEDURE – Impression of the anophthalmic socket was made using 
irreversible hydrocolloid material using an acrylic resin tray (figure 2). Before making 
the impression, a thin layer of petroleum jelly was applied on the eyelashes and 
around the eye socket to prevent the impression material from sticking to the 
eyelashes. The material was then injected slowly into the socket and the patient was 
asked to perform various eye and eyelid movements to facilitate the flow of the 
impression material into all aspects of the socket. The impression was carefully 
removed from the socket once the material had set.(figure 3) 
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Abstract      
                         
Aims and objectives : fabrication of custom ocular prosthesis for a patient with enucleation 
defect in one eye. 
Case description : Impression of the anophthalmic socket was made using irreversible 
hydrocolloid material using an acrylic resin tray. The impression was poured in two sections. 
Molten wax was poured into the cast. Try in of the wax pattern was done. Acrylisation was 
done followed by painting and characterization and after completion of the characterization , 
a final layer of clear heat cure acrylic is added to the shell and processed by slow curing cycle. 
After recovering the prosthesis it was polished to get a smooth and shiny surface.  
Conclusion: fabricating a custom ocular prosthesis in this case not only restored the 
enucleation eye defect but also restored her natural smile. 
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CASE REPORT 
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Figure 1:-pre operative view of the patient. 
 
 
Figure 4 - molten wax was poured into the cast 
 
 
 
Figure 2 – impression procedure 
 
 
 
 
Figure 5 - preparation of wax pattern 
 
 
 
Figure 3 – impression recorded 
 
 
Figure 6 – try in of wax pattern 
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asked to perform various eye and eyelid movements to 
facilitate the flow of the impression material into all 
aspects of the socket. The impression was carefully 
removed from the socket once the material had 
set.(figure 3) 
FORMATION OF THE CAST - The impression was 
poured in two sections. First the upper half of the 
impression was immersed. After the stone had set, 
boxing was done around the first layer using boxing wax 
after which separating medium was applied. Then a 
second layer was poured to cover the remaining 
impression. (figure 4) 
PREPARATION OF WAX PATTERN - Molten wax was 
poured into the cast. Once the wax hardened, the mould 
was opened and the wax pattern was removed. Sharp 
ridges and undesirable irregularities were eliminated and 
the portion of the wax that represented the palpebral 
fissure was re-contoured to form a smooth convex 
surface.(figure 5)  
TRY IN OF THE WAX PATTERN - The wax pattern was 
inserted into the patients socket to check for proper 
contour and bulk. Necessary modifications were done, 
re-polished and again inserted into the patient’s eye 
socket. This was done until the soft tissue contour and 
the palpebral tissue resembled the patient’s natural 
eye.(figure 6) 
ACRYLISATION - Flasking and dewaxing was carried out 
in a usual manner. Heat polymerizing tooth coloured 
acrylic resin of appropriate shade was used and trial 
closure was done. After the final closure, the processing 
was done by a slow curing cycle. After recovering the 
prosthesis it was polished to get a smooth and shiny 
surface.(figure 7) 
PAINTING – The iris was painted on the prosthesis using 
acrylic paints. Stains and veins were added for a more 
natural appearance. (figure 8) 
ACRYLIZATION – after completion of the 
characterization , a final layer of clear heat cure acrylic is 
added to the shell and processed by slow curing cycle. 
After recovering the prosthesis it was polished to get a 
smooth and shiny surface.(figure 9) 
INSTRUCTIONS TO THE PATIENT - The patient was 
taught the proper method of removal and insertion.  
 Removal is done by pulling the lower lid down, 
gazing overhead and engaging the lower margin 
of the prosthesis with one finger so that it is 
expelled downward in to hand.  
 Insertion is done by lifting the upper lid with the 
thumb and forefinger, sliding the prosthesis with 
other hand as much as possible under the upper 
lid and pulling the lower lid down to allow the 
prosthesis to slip into the socket  
 The patient was instructed to wear the 
prosthesis day and night, removing and washing 
it with a mild soap once a day.  
 
DISCUSSION 
The disfigurement associated with the loss of an eye can 
cause significant physical and emotional problems
3
. 
Most patients experience significant stress, due primarily 
to adjusting to the functional disability caused by the 
eye loss, and to societal reactions to the facial 
impairment. Replacement of the lost eye as soon as 
possible after healing from eye removal is necessary to 
promote physical and psychological healing for the 
patient and to improve social acceptance. 
 
The importance of an ocular prosthesis with acceptable 
esthetics and reasonable motility in restoring normal 
appearance in patients with anophthalmia has long been 
recognized. Anecdotal reports and relics from ancient 
civilizations indicate that the restoration of ocular defects 
may have existed for thousands of years. The earliest 
known examples of restorations date to the Fourth 
Dynasty (2613-2494 B.C.) in Egypt; excavation of tombs 
provided evidence of eye replacement by using precious 
stones, earthenware, enameled bronze, copper, and gold 
in the shrunken sockets
2
. In the 16th century, Pare´ 
fabricated an ocular prosthesis (‘‘emblepharon’’) made of 
gold or silver
4
. Pare´ also used glass and porcelain for 
eyes, which was a great step forward and resulted in the 
use of the shell type of pattern rather than spheres
5
. A 
Figure 7 – acrylization of prosthesis          Figure 8 – painting of eye prosthesis        Figure 9 – post operative view 
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definitive technique for fabricating artificial eyes using 
acrylic resin was developed by the United States Naval 
Dental and Medical Schools and was published in 1944. 
The material was lightweight, easy to fit and adjust, 
unbreakable, translucent, easily fabricated, had intrinsic 
and extrinsic coloring capabilities, and was inert to the 
socket secretions
5
.  
 
Several techniques have been used in fitting and 
fabricating artificial eyes. Empirically fitting a stock eye, 
modifying a stock eye by making an impression of the 
ocular defect
6
, and the custom eye technique are the 
most commonly used techniques.  The close adaptation 
of the custom made ocular prosthesis to the tissue bed 
provides maximum comfort and restores full physiologic 
function to the accessory organs of the eye. Voids that 
collect mucus and debris, which can irritate the mucosa 
and act as a potential source of infection are minimized 
and this prosthesis also provides optimum cosmetic and 
functional results
7
. 
 
CONCLUSION 
Partial or total loss of the eyes in a human being 
comprises not only the functional loss of sight, but also 
his/her self-esteem and social intercourse. An artificial 
eye is an alloplastic prosthesis with the primordial 
purpose of restoring a person’s identity and re-
integrating him/her in society. The situation presented in 
this case was treated by fabricating a custom ocular 
prosthesis to restore adequate esthetics.  
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